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NHS CONFIDENTIAL

OFFICIAL – SENSITIVE: PERSONAL

Please go through the checklist and ensure you have included all the relevant information before sending your referral to: MyTimeCumbria@barnardos.org.uk 


Completed name, address and contact number  

Consent gained and consent box ticked 

Completed school information including

· Name of school 
· School contact 

Details of other support being accessed: 
· Name all the agencies 
· Name what the support is / was 
Details of the presenting issues: 
· Emotional needs (depression/anxiety/obsessive/ compulsive difficulties/phobias)

· Relationship difficulties (trauma, attachment, enmeshed relationships)

· Physical health needs

Is the young person a risk to self or others? 

· Nature and context of the self-harm

· Frequency of self-harm / patterns of behaviour 

· What are the triggers? 

· Are there signs of suicidal behaviours / thoughts? 

· When and where did thoughts/ behaviours occur?

How are the difficulties affecting daily life on the individual, family, education, peers, community, wellbeing? 
What’s positive for the young person?

· Strengths
· Positive support in place 
· Safety plans  
· Interests / relationships / activities 
Be clear about what you are wanting from the service

Goals and aims of the young person and parent/carers
MyTime Cumbria Direct Referral Form
IF YOUR CHILD REQUIRES URGENT SUPPORT CONTACT RELEVANT CRISIS TEAM ON 01225 408 660 (South) OR 0800 652 2865 (North) 
	This referral form is for access to the MyTime Cumbria service only.
If the child may require CAMH Services delivered by Lancashire & South Cumbria or Cumbria, Northumberland, Tyne and Wear NHS Foundation Trusts, please contact MyTime for appropriate referral form to enable your referral to be reviewed by representatives from both organisations.


	PATIENT DETAILS: 
	Referral Date: 

	SURNAME: 

	DOB:  


	GP PRACTICE:
Tel:
Fax: 

Practice code:  
Registered GP: 

	FIRST NAME: 

	AGE:


	

	PREFERRED PRONOUNS: 
	

	NHS NUMBER: 

	ETHNICITY: 

	

	GENDER: 

	RELIGION:

	

	ADDRESS: 


	

	EMAIL: 


	

	PHONE:

Home: 

Mobile: 

Work:
	INTERPRETER REQUIRED? 
(if yes, state language including signing)    

YES [image: image1.wmf] NO [image: image2.wmf]

	NAME OF PERSON WITH PARENTAL RESPONSIBILITY: 

(if different from the contact details above)

	RELATIONSHIP TO REFERRED CHILD: 

	ADDRESS:


	PHONE: 

EMAIL: 

	SCHOOL: 
	Is attendance an issue? 
      Don’t know    [image: image3.wmf]   
                                                        YES [image: image4.wmf]    NO [image: image5.wmf]

	DISABILITY (if yes, provide details): 







YES [image: image6.wmf]    NO [image: image7.wmf]


	Is the child/young person “looked after” as defined in the Children’s Act 1989?


YES [image: image8.wmf]    NO [image: image9.wmf]

	Is the child/young person adopted?







YES [image: image10.wmf]    NO [image: image11.wmf]

	Are there safeguarding concerns about the child/young person or family? (if yes, provide details)
YES [image: image12.wmf]    NO [image: image13.wmf]


	Is the child/young person subject to a Child Protection Plan?

Don’t know    [image: image14.wmf] 
YES [image: image15.wmf]    NO [image: image16.wmf]


	OTHER SERVICES / PROFESSIONALS INVOLVED (if known):

	Name
	Agency
	Contact Tel No

	
	
	

	
	
	

	
	
	

	Has an Early Help Assessment been completed?






YES [image: image17.wmf]    NO [image: image18.wmf]


	FURTHER HELPFUL INFORMATION:

	Does the parent or carer have any known literacy problems? (if yes, provide details)


YES [image: image19.wmf]    NO [image: image20.wmf]


	Do the parents/guardians have parental responsibility?





YES [image: image21.wmf]    NO [image: image22.wmf]

	Are the parents/guardians agreeable to the referral?





YES [image: image23.wmf]    NO [image: image24.wmf]

	Has the child/young person been seen as part of the referral?




YES [image: image25.wmf]    NO [image: image26.wmf]


	REFERRAL DETAILS:

	Reason for the referral:



	When did the problems start?



	What is the current impact on family, home, and school life?



	Any other information relevant to the referral e.g., previous referrals, significant life events?



	SIGNIFICANT MEDICAL HISTORY:

	


	CURRENT MEDICATION:

	


	RISK ASSESSMENT:

	Are there any issues that place this young person or others at risk?
(if yes, provide details)

YES [image: image27.wmf]    NO [image: image28.wmf]



	AGREEMENT TO REFERRAL:

	The information on this form will be used to assess the emotional and mental health needs of the referred child/young person. Sometimes we may be able to re-direct the referral to a more appropriate service if consent is obtained to share the information with other agencies.

Have the parents/guardians given consent to allow MyTime to share information as specified above?
YES [image: image29.wmf]    NO [image: image30.wmf]


	REFERRER DETAILS:

	REFERRER’S NAME: 
REFERRER’S RELATIONSHIP TO YOUNG PERSON BEING REFERRED:
TEL: 
EMAIL: 


	SIGNATURE:

	DATE: 



Title Given Name Surname   

DOB: Date of Birth   NHS No: NHS Number
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